Of seven patients with pulmonary hypertension, two had marked and one had moderate retardation of the echocardiographic anterior mitral valve leaflet closing motion, suggestive of mitral stenosis. In each patient, however, mitral stenosis was excluded by hemodynamic or 
MITRAL VALVE echocardiography has proven to be an exceptionally useful technique in the evaluation of patients with suspected mitral stenosis. A reduced diastolic closing slope of the anterior leaflet of the mitral valve is the characteristic finding,' 2 and the slope of this motion can be taken as an approximate index of the severity of mitral valve obstruction. '-5 Other conditions that may retard the diastolic downslope of mitral valve closing motion and lead to confusion in diagnosis include left atrial myxoma,6-8 hypertrophic subaortic stenosis,9-"1 and severe left ventricular hypertrophy due to aortic stenosis9 or nonobstructive cardiomyopathy.'2' 13 Since it has been suggested that mitral valve echocardiography is a significant tool in the diagnosis of "silent" mitral stenosis,4 it is important that conditions which may produce mitral valve echograms mimicking mitral stenosis be brought to attention. We report seven patients with pulmonary hypertension, two are summarized in table 1. The anterior mitral valve leaflet diastolic closing motion (E to F velocity) was markedly retarded in patients 1 and 2, and reduced in patient 3. Early diastolic opening velocity of the anterior leaflet (D to E velocity) was decreased in patients 1, 2, and 3.
Right ventricular filling pressure exceeded left ventricular filling pressure by more than 2:1 in patients 1, 2, and 3. Linear regression analysis of the E to F velocity against the ratio of ventricular filling pressures (RVedP/LVedP) for the entire group showed a strong inverse correlation (r --.94).
Case histories and echocardiograms of patients 1 and 2, in whom the anterior mitral valve leaflet echogram suggested mitral stenosis, are presented in detail below. figure 5 . Anterior mitral valve leaflet excursion (D to E) is 14 mm, which is significantly decreased. The diastolic downslope (E to F), severely retarded, is 10 mm/sec. Multiple measurements taken on other polaroids which better illustrated the anterior leaflet E to F slope, ranged from 10 to 15 mm/sec. In figure 5 , the posterior mitral valve leaflet echogram can be seen to move normally. Figure 6 shows The hemodynamic explanation, a decreased rate of diastolic filling, has been used to account for the abnormal mitral valve echograms seen in cases of hypertrophic subaortic stenosis9) or severe left ventricular hypertrophy.' '," It has been theorized that in these conditions left ventricular compliance is low, the rate of diastolic filling diminished, and the duration of significant filling prolonged.9 13 Zaky, Nasser and Feigenbaum, in considering movements of the mitral valve and mitral ring, have pointed out that the two interrelate.2 A decrease in diastolic filling with a resultant decrease in mitral ring movement would necessarily result in decreased mitral valve excursion as seen in patients 1, 2, and 3, although it should not specifically affect the early diastolic descent of the leaflet.
A similar hemodynamic explanation is likely in the cases presented in this report. In the first patient the left atrium and left ventricle can be seen to be quite small (fig. 3) ; the left ventricular volume curve indicates the absence of rapid early diastolic filling and further illustrates that significant flow across the mitral valve continued throughout diastole (fig. 4) . The left ventricle was small in comparison to the right ventricle and left ventricular geometry was abnormal. This change in ventricular geometry, resulting from the enlarged right ventricle displacing the interventricular septum leftward and posteriorly, is illustrated in figure 3 .
Although left ventricular angiography was not performed in the second case, the echocardiogram illustrates that the right ventricular internal diameter was significantly increased while the left ventricular internal diameter was abnormally decreased ( fig. 6 ). An unusually close relationship Circulatoio, Volume XLVIII, October 1973 between the interventricular septum and anterior mitral leaflet can be seen in idiopathic hypertrophic subaortic stenosis9-11 and in ostium primum atrial septal defect.18 In both of these conditions the left ventricular outflow tract is narrowed. In patient 2 the heart was normal at autopsy with no evidence of septal hypertrophy or abnormality of the mitral valve. The close relationship of the anterior mitral leaflet and the interventricular septum in patient 2 can be explained by hypothesizing that during life the right ventricle was dilated by the severe pressure overload and this process displaced the septum posteriorly into the usual confines of the left ventricle much as was found in patient 1. The rate of diastolic opening of the anterior leaflet (D to E velocity) was decreased in the three patients with the lowest closing slopes (E to F velocity), further evidence of a decreased rate of One criticism that might be directed to the above outlined hypothesis is that patients 1 and 2 had rapid heart rates which could have decreased the E to F slope of the anterior mitral valve leaflet. 
